Hydatid disease is a worldwide zoonosis produced by the larval stage of the Echinococcus tapeworm. We demonstrate rare locations and unusual complications of this entity during past 6 years. Rare locations during our observation included lumbar spine, sacral spine, spleen, ovary, abdominal wall, diaphragm, pelvis and right kidney. Unusual complications included formation of bronchopulmonary fistula, complete collapse of left lung secondary to hilar location of Hydatid cyst and hydatiduria.
A 32 years old male soldier was referred with complaint of backache for 5 months. CT scan of pelvis and MRI of the lumbo-sacral spine were performed which revealed multiple small cystic structures in the lower lumbar and sacral spinal canal. Sacral foramina were enlarged and posterior scalloping of the sacral vertebrae and L5 was also seen. Multiple Hydatid cysts were seen in the pelvis involving right psoas muscle and destroying the right sacro-iliac joint.
Case 6. Lumbar and paraspinal Hydatid cysts. (Fig 6 a-e)
A 30 years old female presented with a 2 months history of severe low back pain with weakness, walking difficulty, numbness and urinary incontinence. Examination was suggestive of flaccid paralysis of lower limbs with tenderness in lower back on local examination. Clinical diagnosis of cord compression was made. MRI scan of the spine showed a large multi-loculated fluid containing mass in the adjacent paraspinal musculature extending into the epidural space and causing compression of the theca. Based on these findings, the diagnosis of spinal hydatid disease with involvement of the spinal canal and adjacent paraspinal soft tissues was made, and the patient was managed surgically. Case 7. Omental, Splenic and Pelvic Hydatidosis. (Fig 7 ag) A 65 years old female presented with large abdominal swelling involving epigastium, left hypochondrium and pelvis. An ultrasound was performed initially which revealed multicystic Hydatid cysts in the omentum, mixed cystic and solid lesions in the markedly enlarged spleen and solid Hydatid cyst in the pelvis. CT Scan and MRI confirmed our diagnosis of diffuse abdominal hydatidosis. Case 8. Left sided pulmonary Hydatid cyst causing complete collapse of the lung. (Fig 8 a-d) A 37 years old male presented with history of cough for 7 months. He had an episode of hemoptysis 2 months ago and recent onset of gradually worsening dyspnea. His chest X-Ray revealed a rounded mass occupying the left hilum with complete collapse of the left lung and no evidence of lung tissue in the left hemithorax. Patient underwent thoracotomy and pneumonectomy with removal of the cystic structure which turned out to be a large Hydatid cyst.
Case 9. Renal Hydatid Cyst Presenting with Hydatiduria. (Fig 9 a-d) We report a case of renal Hydatid cyst in a 25-year-old male who presented with hydatiduria. Intravenous pyelography revealed presence of a space occupying lesion in the lower pole of right kidney with curvilinear calcifications. Ultrasound, computed tomography and MRI were suggestive of hydatid cyst in the right kidney. Patient underwent right sided nephrectomy revealing Hydatid cysts.
Case 10. Ovarian hydatid cyst in a case of diffuse abdominal and pelvic hydatidosis. (Fig 10 a-b) This thirty nine year old female presented with abdominal swelling; had involvement of liver, diaphragm, pelvic cavity, ovary and abdominal wall. Hydatid cysts were morphologically different from each other including calcified, uniloculated and multiloculated cystic lesions. This case is rare as ovary and abdominal wall involvement is described in less than 1 % cases of hydatid disease.
On reviewing our cases of hydatid disease seen over a period of 06 years (2003-2009), we encountered a number of unusual radiological appearances and sites, which are demonstrated in this pictorial review. A basic cause for most of these advanced stages of hydatidosis diagnosed by us is lack of proper diagnostic facilities in our country. Patients don't seek medical advice until late during the course of their illness. Diagnostic facilities are also few and far between causing a delay in diagnosis.
Endocyst detachment within hydatid cyst is seen at cross sectional imaging as floating membranes within the cyst (4, 5) . It may be related to cyst degeneration, trauma, or response to therapy. This sign was seen in our case No. 1.
The criteria for hepatic hydatid cyst with an exophytic component is demonstration of not more than 1mm of combined pericyst and liver tissue surrounding the portion of the cyst and bulging of part of the cyst beyond expected liver edge (6) . Both our cases no.2 and 3 fulfilled these criteria.
The most valuable diagnostic method in pulmonary hydatid disease is the plain chest radiograph (7) . Pulmonary cysts may range between 1 and 20 cm in diameter (8) . Typical chest radiographic appearances of uncomplicated pulmonary hydatid disease are one or more homogeneous round or oval masses with smooth borders surrounded by normal lung tissue. Large cysts can shift the mediastinum, induce a pleural reaction or cause atelectasis of adjacent parenchyma. Impingement on relatively rigid anatomical structures can lead to irregularity, indentation or lobulation of the cyst. The fluid contents of the cyst may be identified by the finding of a change in the shape of the cyst on serial radiographs obtained during inspiration and expiration or with the patient erect and then supine (9) .
Hydatid disease occurs in humans as a result of faeco-oral contamination. Hydatid disease of bone is rare. It affects the bones in 0.5-2% of cases, of which spine is involved in approximately 45% of cases. In the vertebral column it affects the lumbar, thoracic and cervical region, in decreasing order of frequency. It begins as a single primary cyst which contains daughter cysts. Rupture of such cysts into the muscle is followed by formation of secondary cysts (10) .
A lucent expansile lesion with cortical thinning is the most common radiological pattern of osseous Hydatid cyst. Pathological fractures are also common in such cases. In descending order, the vertebrae, long bone epiphyses, pelvis, skull and ribs are most frequently affected (11).
Extrahepatic abdominal Hydatid lesions have nearly identical imaging features, including the presence of cyst wall calcification, daughter cysts, and membrane detachment. The combinations of radiologic and serologic tests especially in patients living in the endemic areas contribute to the diagnosis (12).
In the medical literature, reports about isolated splenic hydatidoses are quite rare. Splenic Hydatid cyst should be treated surgically due to the high risk of a rupture. Ideal procedure in adults is standard splenectomy (13) .
The differential diagnosis of splenic hydatidosis includes epidermoid cysts, pseudocysts, abscess, hematoma and neoplasms (14) .
Peritoneal hydatidosis can either be due to disseminated primary peritoneal echinococcosis or secondary to hepatic or splenic lesions. Such cases can be treated with a preoperative course of antihelminthics followed by surgery, which consists of removal of the peritoneal cysts along with de-roofing and omentoplasty for the hepatic lesions and splenectomy for the splenic Hydatid (15) .
Involvement of kidney by Hydatid cysts is rare (3%). Cysts are usually unilateral and located in the upper or lower pole. Eighteen percent of renal hydatid cysts have been reported to rupture into the collecting system, leading to acute colic and hydatiduria. However, primary HD of these structures is extremely rare (16) . Imaging findings consist of a polarlocated unilocular or multiloculated cyst usually with a daughter cyst showing lower attenuation on CT. Mural calcification may also be present. The differential diagnosis of renal hydatidosis includes simple or infected renal cyst, abscess, and necrotic neoplasm (17) .
On MRI the Hydatid cyst wall shows a rim of low signal intensity on both T2-and T1-weighted imaging. This capsule is more easily identified by MR than by CT (18). On MRI, daughter cysts may appear slightly hypointense or isointense relative to the maternal matrix on the T1-weighted images and hyperintense on the T2-weighted images. When present, floating membranes are seen as low signal intensity linear structures within the cyst on both the T1-and T2-weighted images (19).
Hydatid disease may occur anywhere in the body. In endemic areas, a high index of suspicion is required for correct diagnosis when it presents in an unusual site or with an atypical radiological appearance.
Hydatid cysts can be seen at unusual locations and any cystic or partly cystic lesion especially if multiloculated should be suspicious of hydatid cyst in areas where it is endemic. 
